rather too widely. It was generally assumed that spinal diseases could produce pain only when the posterior roots were involved, but as a result of his war experience of gunshot injuries he thought it must be regarded as a possibility that a traumatic injury of the pain-conducting tracts within the spinal cord could produce pain, persisting for several weeks at least. It was not so rare for intramedullary lesions of the cord to produce pain as it was generally assumed to be. Perhaps the most interesting point from the theoretical side concerned the manner in which these pains occurred. It was an old hypothesis that the lesion irritated the pain-conducting fibres, and therefore gave origin to the pain which was peripherally referred or projected. He did not think that many of them were willing to accept that explanation now. He had found in certain gunshot injuries of the spine that not merely painful or uncomfortable sensations were produced, but also an excessive sensation of what might be called pleasure on the affected parts of the body. The easiest working hypothesis in discussing the nature of the central pain was to assume the view put forward years ago by Long, that the painconducting fibres throughout the central nervous system were represented by chains of neurons broken up repeatedly into masses of grey matter, and that the pain was due to some structural or dynamic change in portions of grey matter in which the painconducting fibres were normally interrupted.
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Dr. S. A. KINNIER WILSON said that if it was the case that the, tic movement of a tic douloureux disappeared when the neuralgia was relieved-whether it was a tic or spasm was for the moment immaterial-it seemed as though certain inveterate cases of torticollis might be treatable by the relief of the accompanying occipital neuralgia by operation on the posterior ganglia. Torticollis was a very interesting subject, and often cases of torticollis were particularly untreatable. He also referred to the description in Dr. Harris's paper of certain patients whose pains came on only at certain times of day (for example, a woman who had the pains from 12 to 5 o'clock each day). These cases presented very interesting problems from a theoretical point of view. The view he himself took was that such cases were essentially psychogenic. He did not believe that any factor except one of that nature could produce the recurrence of pain over the same period of hours every day. He added that he had used ionization successfully in several cases of post-herpetic neuralgia when other formls of treatment had been unsuccessful.
The PRESIDENT said that his own experience of posterior root section had been extremely disappointing, and on very few occasions had it been worth doing; especially was this true of doubtful cases of persistent pain of causalgic character. Every kind of surgical treatment for the relief of these pains had been tried, and all had had a measure of success, but on the whole there was more disappointment than otherwise. Unless the nerve could be dealt with at a high level and at an early stage, there was little likelihood of any great result from alcohol injections, resection of the nerve, or anything of the kind, and after the pain had persisted for years, then the posterior section itself had very little influence.
Dr. WILFRED HARRIS, in replying to the point raised by Dr. Wilson as to the periodicity of the pain, would not subsoribe to the opinion that the periodicity meant psychalgia. Periodic pain was familiar to many of them in other connexions. Moreover, the pain in this case had an anatomical distribution, and, contrary to the usual results in psychalgia, injection of the ganglion produced almost complete relief.
On Persistent Pain.
By Sir WILLIAM THORBURN, K.B.E., C.B., C.M.G., F.R.C.S. THE treatment of a symptom always rests upon a more uncertain basis than does the treatment of a lesion. More especially is this the case with such a symptom as pain, which is not only purely subjective, but the nature and intensity of whioh are not capable of measurement or even of definite expression.
Hence the estimation of the results of treatment requires considerable caution. On the one hand, such results may be due merely to suggestion, as was probably the case with alleged "cures" of tabetic pains by suspension or by stretching of the sciatic nerves-methods which I take to be now quite obsolete. On the other hand an operation which has certainly removed the pain to which it was directed-such as gasserectomy for trigeminal neuralgia-may be followed by the most disagreeable phenomena of " psychalgic " origin. Thus I have seen removal of the Gasserian ganglion followed by a functional hemianesthesia, and in two typical cases of rib-pressure removed by operation the patients shortly developed abdominal troubles associated with a well defined movable kidney. As, moreover, many of the cases, operated upon for persistent neuralgia are the victims of alcohol, morphia or other narcotic drugs, the picture is often obscured by such conditions, and again the judgment of operation results may be thereby rendered extremely difficult.
We are, therefore, on the safest ground when we are attacking a quite definite lesion, as in removing a source of pressure. We are less certain of results when dealing with root ganglia, whether spinal or cerebral; and we are on the most doubtful ground when dealing with diseases of obscure pathology, such as are many of the neuralgias of the limbs.
With regard to pressure lesions, Including those of the dome of the thorax, we are on very safe ground, and in nearly all, if not all cases, the removal of the cause will prove curative. The treatment thus resolves itself simply into the recognition of the cause. It is, however, possible, if not probable, that in cases of long standing there has been produced a local neuritis with cicatricial changes Which may lead to permanent symptoms, although pain is seldom prominent among these.
With regard to pain due to external injury, the most typical examples are those due to end-bulbs after amputation. The relief of such pain is generally immediate if the bulbs be excised, but in some cases little or no benefit will follow, and even, high resection of the affected nerves will fail to cure.
In such cases there is again probably an extensive septic neuritis as described, especially by Corner, and for some of them posterior rhizotomy appears to offer the only hope of relief. A good deal of controversy has arisen as to the prevention of such endbulbs, but my own opinion, founded upon a considerable experience of amputations dating back to a time when many were not aseptic, is that their essential cause is simply sepsis, and that section of the nerves at a high level at the time of amputation is a sufficient prevention even in septic wounds. I have not practised any of the methods of occluding the cut ends of the nerves, and I am not aware that their omission has given rise to trouble. Upon this point, however, I should greatly like to hear the experience of those who have worked in British hospitals during the war.
With regard to causalgia, again, the views of those who have had British war experience would be most welcome to me. So far as I can judge Sicard's method appears to be most popular, although I have no personal experience of it. It has, however, one fairly obvious limitation. When the injury lies near to the trunk the neuritis may well have extended so far that it is impossible to inject the nerve above it, and it would then again appear reasonable to fall back upon rhizotomy. Similarly resection and suture may quite fail to cure and may leave rhizotomy as our only hope. (Platt found that of twenty cases treated by resection and suture sixteen were cured and one failed even after repetition of the operation, while of three treated by neurolysis only one was cured.) / Rhizotomy is, however, by no nmeans always effective in this and other severe forms of neuralgia of the limbs. The analysis of Foerster and of various British surgeons given in the British Journal of Surgery yields fifty-nine cases, twelve of which died or were not traced, while twenty were cured, and in twenty-seven there was either no relief or such relief was partial only. Of two cases of my own one was little if at all relieved, and it is interesting to note that this was a case of avulsion of the brachial plexus in which there was no open wound or septic infection, and in which it was obvious at the time of operation that the roots were matted together by a cicatrix, and that some cicatricial tissue extended into the spinal cord. Here we have a probable clue to the many failures, viz., an extension of disease beyond the posterior root-ganglia.
Before leaving the question of injuries of nerves, I should like to refer to the often very painful cicatrices of the scalp. Why these should cause much pain-sometimes ensuing long after the original injury-is not obvious, but I am strongly inclined to attribute it to attachment of the mobile scalp to the skull, and I have certainly found that freeing of the scalp, with or without interposition of some material, such as cargile membrane or aseptic wax between it and the bone, is followed by the relief of pain and of other nervous symptoms often associated with it.
Turning now to the brachial, sciatic and other neuralgias of more obscure pathology. these are of course widely treated by non-operative measures or by such measures as acupuncture, saline injections and "bloodless " stretching. Many of the cases recover as do many under the influence of rest alone, and I do not wish to dispute that all these methods have been followed by good results. But in the cases which come before me they have usually been tried and have failed. Hence, perhaps, I am strongly prejudiced in favour of a full exposure of the nerve. Such an exposure is free from risk and often reveals a definite lesion such as a source of pressure or a perineuritis with light adhesions. Neurolysis, doubtless associated with some stretching, is at least as likely to be curative as the more obscure attacks of apparently minor surgery, while it ceitainly provides a more complete and logical line of therapeusis. In many, but by no means all cases, it has given very good results.
Lastly, I must refer to ganglionic and tabetic pains.
As regards trigeminal neuralgia the various modern methods are so well known that it is unnecessary to do more than briefly refer to them.
There are two great classes of operation. Schloesser's method of injection and Hutchinson's method of removing the two lower thirds of the ganglion have the merit that, so far as I know, they never imperil the eye, and in my own experience Hutchinson's operation has always been permanently curative. It would, however, be useless in the rare cases in which the ophthalmic division is involved. On the other hand, Haertel's method of injection, total ablation of the ganglion and resection of the sensory root have, to my knowledge, all caused loss of the eye even when performed by the most competent operators. Haertel's injection is the simplest and the safest as regards life, but appears to me the most uncertain, and does not commend itself to one who likes to see what he is doing. Division of the posterior root-especially by Adson's technique-will probably supplant total gasserectomy, but so far I have always been satisfied with Hutchinson's method.
Post-herpetic neuralgia I have found surprisingly disappointing, but both my own and the recorded cases of root resection for this condition are too few for safe generalization at this time. Rhizotomy would appear to offer the best hopes of cure, but here again it may well be that changes have extended above the level of the root ganglia.
Tabetic pains are becoming increasingly rare, probably as a result of the better early treatment of syphilis. Foerster and Hey Groves have between them collected seventy cases with seven deaths, fifty cured or greatly improved, and thirteen failures. Such results are well worth obtaining, especially as the death-rate is very much lower in the hands of surgeons accustomed to laminectomy, and there is also not a little evidence that spinal drainage, per se, is of value in locomotor ataxia. Moreover, several of the failures have been clearly due to a too limited resection of roots. Such resection, to be effective, should probably include at least the fourth, and eighth or ninth thoracic roots in cases of gastric crises, and should generally be bilateral. I am quite satisfied that, if it be thoroughly carried out, we have in this operation one of real value which ought to be considered in every case of tabetic pain, and which ought, in the hands of experienced surgeons, to be as safe as an exploratory laparotomy.
